Context
fertility change. Other researchers also used the indices for extensive analyses of program inputs and outcomes. 2 Around 1980, Lapham and Mauldin developed the precursor of the current questionnaire. They identified a wide variety of program characteristics and included approximately 125 items in the questionnaire. In 1982, they sent the questionnaire to recipients in 93 countries,* whose responses were coded and combined to create a final set of 30 scores. The conversion rules for score creation and all other aspects of the methodology have since remained consistent, to maintain the accuracy of time trends.
† The 30 scores were further organized into four groups or components: policy and stage-setting activities; service and service-related activities; evaluation and recordkeeping; and availability of fertility control methods. Lapham and Mauldin published the results, 3 relating the scores to contraceptive prevalence and fertility. Three more cycles of the questionnaire were conducted in 1989, 1994 and 1999, so that estimates are now available from five cycles over a 27-year period.
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The Family Planning Program Effort Index: 1999 Cycle
By John Ross and John Stover T he Family Planning Program Effort Index was begun around 1970, when many developing countries had established large-scale programs to reduce fertility or to extend contraceptive services and information for other reasons. Some of these programs existed in name only, while others were fully operational, covering a large proportion of the population in their respective countries.
In response to a growing belief that standard measures were needed to quantify the nature and strength of these efforts, Robert Lapham and W. Parker Mauldin 1 assembled data on the programs and used a simple scale to rate them; they then created a set of indices to describe the types of program efforts and monitor change over time. Using data from a variety of countries, they were able to correlate these program inputs with outcomes such as contraceptive use and gram effort, each of which is meant to capture inputs independent of outputs such as contraceptive use or fertility change. This permits an examination of the relationship between effort and outcomes, while taking into account the levels and the 30 types of effort. The scores are also useful for diagnosing program weaknesses and detecting improvement over time. Two countries, Vietnam 4 and Egypt, 5 have adapted the scores to gauge provincial differences in effort and to provide suggestions for administrative changes.
Earlier reports have summarized the extensive historical literature on this index since 1974; 6 here we discuss only research that has appeared in the last 5-8 years. The scores have been used extensively to examine how program effort interacts with socioeconomic setting to increase contraceptive use and lower fertility. The vast majority of that work has been cross-sectional and has examined how much fertility decline has been due to effective family planning programs and to favorable socioeconomic conditions. However, the accumulation of score cycles over the decades has made it possible to do timeseries analyses, 7 which have found an appreciable program effect on fertility after controls for numerous social and economic factors were introduced. These studies also reviewed much of the technical literature regarding such calculations. 8 Several methods have been employed repeatedly over the years. 9 It has been argued that fertility change has been driven by shifts in desired family size rather than by the efforts of family planning programs. 10 However an exploration of program effects upon fertility found that much of the disagreement concerning program effects disappeared when countries' scores were weighted by their respective population sizes (in which case the higher scores for some large coun-six-year EVALUATION Project. This body of work examined much of the research literature concerning program evaluation and made innovative use of the program effort index and scores; it included a major review of findings on how selected family planning programs have worked, 13 an inquiry into methods used by programs to increase contraceptive use 14 and a review of what programs do to reduce fertility rates.
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In another study, researchers used international data to create two scales, based partly upon the program effort scores, to estimate for most developing countries the sustainability of national family planning programs and of the fertility transition.
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A wall chart containing tabular data for tries raised the means). 11 Furthermore, some program effects that had seemed modest and had not been expected to improve further after 1982 actually improved substantially, from an average score of 29% of the maximum to a score of 54%.
In recent years, program effort strength has continued to increase beyond the levels observed in earlier analyses, 12 especially in countries where modernization has lagged. As a result, many analysts have shifted their attention away from confirming the existence of a program effect and toward examining the ways in which programs make their contributions and how those can be enhanced.
Also notable are the numerous documents that were published as part of the monitoring national family planning programs was also published in collaboration with the Population Reference Bureau; it displayed selected effort scores, along with numbers of facilities and personnel, ratios of staff to population, service types and per capita funding levels.
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Results

Survey Responses
Eight months after the mailing of the questionnaire, 374 replies had been received from respondents regarding 89 countries, with a range of one to 12 per country and an average of 4.2 per country. The overall
Methodology
In the 1999 assessment, the detailed questionnaire, printed in English, French, Spanish and Russian, was sent as in previous cycles to four types of expert respondents:
•government officials directly involved in the implementation of the program; •donor personnel close to the program in agencies such as the United Nations Population Fund (UNFPA), the World Bank, the U.S. Agency for International Development (USAID) and various nongovernmental organizations, including some International Planned Parenthood Federation affiliates; •citizens in the various countries who were familiar with the program but were not involved in policy or management; and •foreigners who were closely familiar with the program. The respondents did not know what items produced which of the 30 scores, nor did they know the weights involved in converting items to scores.
All questionnaire responses were entered into a computer, and a complex set of programming statements automatically converted the items to the 30 scores. Within each country, scores were averaged across all respondents after highly improbable outliers had been eliminated. The total program effort score is simply the sum of the 30 individual scores, as in the previous cycles. Subscores were also computed for the four program components mentioned earlier (policy, services, evaluation and fertility control method availability). The appendix gives a brief description of each score and groups them under the four component categories.
Each of the 30 scores ranges from zero to four, giving a maximum of 120 for the total effort index. The four components vary in the number of scores they encompass: eight for policy, 13 for services, four for evaluation and six for method availability; the maximum scores for these components are therefore 32, 52, 12 and 24, respectively. For ease of comparison, we give most results as a percentage of the maximum possible score (for example, a policy score of 25 becomes 25/32, or 78%.
A variable for level of social setting (i.e., social and economic development) is also included. As in earlier analyses, 18 the social setting categories are based on an index composed of seven items: the proportion of adults who are literate; the primary and secondary school enrollment ratio as a percentage of those aged [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] ; life expectancy at birth; the infant mortality rate; the proportion of the male labor response rate was 49% from 758 names (more than were sought in the previous cycles). The final number of replies for the 1999 cycle was similar to that for previous years (359-433 respondents in about 95 countries).
Regional Patterns
Scores for all 89 countries in 1999 are presented in Table 1 , which shows the program effort index (i.e., the total score) as well as the four component scores. Each score is cited as a percentage of the maximum; a score of zero signifies no effort and a score of 100 represents full effort. The total scores range from a low of 29 (for Venezuela) to a high of 86 (for China); the average program effort score for all countries in 1999 is 54. China, Indonesia, Taiwan, Vietnam, Thailand and Mexico, all of which are recognized for the strength of their family planning programs, have Average scores for each region are shown by component in Figure  1 (page 121). The widest variation in scores clearly occurs in contraceptive method availability. Regions differ by only 15-20 points in the areas of policy, services and evaluation, but more than 50 points separate the region that is lowest in method availability (Francophone Africa) from the region that is highest (East Asia). Most regions now have positive policies in place, as well as programs containing important elements of service delivery and evaluation. However, the implementation of these programs, as represented by the availability of contraceptive methods, sharply differentiates the high-effort countries from the loweffort ones. A relatively full choice of methods is available to those living in most East Asian countries, whereas many programs in Sub-Saharan Africa provide more limited options and reach only certain segments of the population.
Latin America has the lowest regional scores for policy, services and evaluation. The low scores are probably due to a number of factors. Latin American countries total scores of 75 or higher. These six countries, as well as others at the upper end of the range, generally score well on all four components.
At the lower end of the range, seven countries have total scores of 35 or less: Sudan, Congo, Gabon, Uruguay, Costa originally developed family planning programs to improve maternal and child health, and never adopted the demographic rationale common to many countries in other regions. In addition, the private sector plays a much larger role in many Latin American countries than in other regions: Argentina, Uruguay and Venezuela all score quite poorly because of their lack of emphasis on public-sector programs to provide services, and their low scores pull down the regional average.
North Africa and the Middle East received the highest score for evaluation. It is not entirely clear why this is the case, but all respondents in the region except those for Yemen felt that these programs were strong in evaluation and recordkeeping.
Stronger and Weaker Programs
In previous rounds, programs were classified into four broad categories of effort based on the total score: Although these categories are somewhat arbitrary, they do separate programs into very different types. Figure 2 shows the average scores on all 30 features for the stronger programs (the 66 programs in the strong and moderate categories) and the weaker programs (the 23 programs classified as weak). The features within each component are arranged in descending order by the scores of the stronger countries. The stronger countries had higher average scores for every one of the 30 categories. Furthermore, the gap between the stronger and weaker countries is fairly consistent, with only a few exceptions (marriage age policy and abortion availability). As a group, the weaker countries need to improve in essentially all program features.
Program effort
The weaker programs exert effort less evenly across the 30 feature categories than the stronger programs do. This is confirmed by the standard deviations across the scores (not shown), which are considerably greater for the weaker programs than for the stronger programs. However, even stronger programs vary in their relative emphasis of program fea- features within each of the four components (Figure 2 ). For instance, in the policy and stage-setting activities component, most countries in both groups score highest on items related to policies in place, lower on leadership levels and budget support, and most poorly on policies regarding age at marriage. The services and service-related activities component also shows a similar pattures. It is possible that the conversion rules governing the questionnaire items and feature scores may contribute to this observed variability in both the weaker and the stronger programs.
Although weaker and stronger program profiles differ in the magnitude of their total scores and the variability of their individual feature scores, they are similar in the relative emphasis that they place on tern in both groups: a continuum from highly rated activities, such as completion of assigned tasks and training, to poorly rated ones, such as involvement of the civil bureaucracy, community-based distribution, home-visiting workers and the use of incentives and disincentives. Within the method availability component, both stronger and weaker programs judge condoms, pills and IUDs to be more available u  u  21  21  30  Bolivia  0  8  23  49  49  Brazil  0  43  32  43  59  Chile  53  44  58  55  61  Colombia  53  71  62  66  64  Costa Rica  70  33  16  46  32  Cuba  50  52  65  54  u  Dominican Republic  47  55  54  67  50  Ecuador  20  35  58  53  46  El Salvador  43  63  68  58  46  Guatemala  30  28  53  58  37  Guyana  0  26  55  26  46  Haiti  10  36  42  38  51  Honduras  23  25  63  51  44  Jamaica  77  56  66  65  62  Mexico  13  66  77  74  75  Nicaragua  0  20  u  53  49  Panama  63  51  52  56  49  Paraguay  10  8  36  35  56  Peru  0  22  51  59  59  Puerto Rico  u  u  u  53  62  Trinidad & Tobago  50  47  66  50  59  Uruguay  u  u  42  39  34  Venezuela  23  31  54  38 Table 2 . Program effort scores as a percentage of the maximum, by country and region, according to year of survey Note: A "0" entry means that the score when rounded equaled zero. u=unavailable, because the country was omitted that year. na=not applicable, because averages could not be computed. Entries lacking data can affect the regional averages in each year.
Overall, effort level in more than 60 countries was classified as very weak or none ( Temporal trends based on the total populations rather than on the number of countries present a more positive picture ( Table 3 ). The strong category has remained the largest in every cycle because of China, and has continued to grow over time. While only 36% of the population than sterilization and abortion, and male sterilization is clearly the least available method. The one exception is availability of abortion services, which scores higher relative to other methods in the weaker countries than in the stronger countries.
Time Trends
The average program effort index for all countries rose from 48 to 54 between 1994 and 1999, continuing a trend toward improvement observed in each of the previous cycles (Table 2 , page 123). This 12% rise is substantial, about twice that observed from 1989 to 1994, but much less than the 55% jump that occurred between 1982 and 1989.
Although the global program-effort index has continued to improve, the scores of some countries, especially those with strong programs, have reached a plateau or even declined. Furthermore, when countries' scores are weighted by their respective populations, the improvement since 1972 is less dramatic. For instance, the rise in the unweighted average score from 20 in 1972 to 54 in 1999 corresponds to a much smaller increase in the population-weighted average, from 52 to 68 (not shown).
Temporal trends in the distribution of countries and population by program effort level appear in Table 3 . When program effort was first assessed in 1972, many countries had no programs or policies at all. Of the 108 countries listed in Table 2 , 42 received scores of zero in 1972.
lived in countries with strong programs in 1972, this percentage increased to 62% by 1982 and to 68% by 1999.* We established cohorts of countries according to their effort level in 1972 and followed them through time (Figure 3 program effort and social setting both play important, and roughly equal, roles in fertility decline. Figure 4 uses the 1999 scores to show how these two characteristics are associated with contraceptive use. Categories for social setting effort appear in the left-hand column, while those for strength of program are shown across the top row.
(The cell value for each country is contraceptive prevalence as of 1999.) The row and column averages indicate that contraceptive use is positively associated with both social setting and program effort. The average prevalence of contraceptive use is 65% among countries in the high quartile for social setting; prevalence declines to 53%, 36% and 16% as social setting declines to the upper middle, lower middle and low quartiles, respectively. A similar pattern is seen for program effort: Prevalence falls off from 60% in high-effort countries to 28-29% for the lower-middle and low-effort countries.
hind in method availability. Considerable improvement has occurred in North Africa and the Middle East for all four components. In Sub-Saharan Africa, there has been significantly less growth in method availability compared with the other three components: Although many of the policies, structures and programs are in place, implementation is still weak. Latin America showed improvement from 1972 to 1982, but its component scores have been more or less stable since then. In all regions, the average component scores conceal important differences among individual countries.
Program Effort by Social Setting
Researchers have used the Family Planning Program Effort Index since the 1970s to examine the effects of social and economic development and family planning effort on fertility decline and contraceptive use. Studies have generally found that The gradient is sharper and occurs over a greater range for social setting than for program effort, suggesting that the former exerts a more fundamental influence. The highest prevalence (73%) is found in the upper left-hand corner of the figure, where both social setting and program effort strength are high.
The findings of the cross-tabulation analysis in Figure 4 are supported by an ordinary least-squares multiple regression of social setting and family planning effort on prevalence, which confirms that both determinants have significant effects.* equacy of training and supervision, restrictions on contraceptive advertising, and strength of community-based distribution systems. The questionnaire, as used from 1982 through 1999, contains items of this type, as well as fairly objective measures for items like the formal policy of the government or the administrative level held by the program director, but checks on those cannot be done independently for many countries all at once. A number of studies have assessed the validity and reliability of the program effort scores. One conducted in Kenya and Bangladesh compared scores obtained using the standard questionnaire and methodology with those obtained from direct measurement. 20 Direct measurement activities included sampling print media and radio programs to assess the extent of mass media coverage and interviewing ministry representatives to assess the degree of multiministry involvement in the program. In both countries, the scores based on direct measurement were quite similar to those obtained using the questionnaire. The great amount of labor and time required to perform direct measurement of all 30 scores rules out the latter as a feasible alternative to an expert respondent-based methodology, especially for a large-scale data collection effort involving almost 100 countries. Attention therefore returned to the methodology of the standard questionnaire, to which informed respondents in each country can reply within a limited time span.
A second exercise to obtain a separate estimate for each feature score was conducted among the 89 participating countries in the 1999 cycle. 21 The standard questionnaire was followed by a final section asking for a simple rating of each of the 30 features on a scale from one (very weak effort) to 10 (very strong effort). These directly solicited scores were generally in close agreement with the scores that had been calculated using the standard methodology; discrepancies in the scores were greatest where the wording of the questions differed significantly between the two methodologies.
Another important analysis applied factor analysis methods to the 30 feature scores obtained in the 1982-1994 cycles, thereby identifying six components that were predictive of strong family planning programs. 22 The fact that these components remained relatively consistent across cycles argues in favor of the questionnaire's reliability.
The Family Planning Program Effort Index was developed from the concept of Thus, the 1999 results are consistent with the conclusions of other studies that family planning program effort, as measured by the program effort index, makes an important contribution to contraceptive practice independent of social setting.
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Discussion
Use of Expert Respondents
The use of expert respondents to provide information has both advantages and disadvantages; one of the latter is the potential for bias. National respondents might exaggerate the strengths of a program; international respondents might be influenced by their knowledge of contraceptive prevalence and fertility trends, and give lower ratings to those programs that they perceive have performed worse.
The methodology contains a number of features designed to decrease respondent bias. Some items are factual rather than judgmental. Consulting four different types of respondents avoids overreliance on any single perspective on program effort. The questionnaire does not directly solicit a score for each of the 30 features; instead, it contains a large number of detailed closed-ended questions, which are later coded and combined to yield each score. Thus, the respondent does not provide the score directly, and does not know how each score is calculated. The mean of the respondents' scores is used because it is generally thought to be the most stable measure; however, when the standard deviation among responses is unusually high, the original questionnaires are examined in detail and improbable outlying scores are removed.
The small number of expert respondents per country, the unknown extent of variance among respondents, and changes in the respondent pool over time are also limitations of the survey methodology. The results would be more robust if, to reduce respondent variance, the same respondents could rate several countries, but that would be feasible for only a small number of respondents. Time trends would also be more precise if the same persons rated each country across cycles. However, considerable turnover of expert respondents is inevitable, especially over a span of five or more years.
Validity and Reliability
Tests of validity require a "gold standard" against which to compare an instrument's results. The program effort index has no single standard, as it encompasses several program features for which objective measures are unavailable, such as the adprogram effort or strength as input, which implies that a vigorous program should be placed at a high administrative level, should be supported by a firm government policy position, should have adequately trained and supervised staff, should make frequent and effective use of mass media, should undergo regular evaluation, should stimulate the private sector and should provide services to a large proportion of the rural and urban population. It is not possible to demonstrate the validity of this concept in a definitive fashion, nor can we conduct a test-retest reliability exercise in each cycle for such a large undertaking. However, the detailed patterns and trends over time make sense and correlate reasonably to outcome measures, for both individual countries and regions.
Future Directions
The program effort index has continued to rise in most developing countries during the last five years, but still leaves considerable room for further improvement. As of 1999, the average country score is only 54% of maximum; even the strongest programs have never risen much above 80% of maximum. Based on these results, one might ask how much further progress can reasonably be expected. If we use the 80% attained by the strongest programs as the standard rather than 100%, the average index of 54 in 1999 actually represents a more substantial two-thirds of maximum achievement.
The 1999 scores confirm earlier findings that family planning program effort makes an important contribution to contraceptive practice independent of social setting. Although many developing countries have improved their efforts remarkably over the past 25 years, they still differ significantly in the component for method availability. Progress has been least in the actual provision of contraceptive methods to the mass of the population. That appears to be more difficult than the development of policy positions or the implementation of training and supervision protocols; clearly, it is still a major task facing many family planning programs.
The upward movement in the program effort index since the International Conference on Population and Development held in Cairo in 1994 could not have been confidently predicted. Countries attending the conference had been urged to broaden their reproductive health programs to focus on issues other than contraception, and there was a possibility that this expansion might occur at the expense
Policy and Stage-Setting Activities
(1) Government's official policy or position concerning fertility family planning and rates of population growth. Existence and type of official policy to reduce the population growth rate, support family planning activities for reasons other than demographic ones, allow private-sector family planning activities in the absence of government-sponsored activity, or, on the other hand, to discourage family planning services.
(2) Favorable statements by leaders. Whether the head of the government speaks publicly and favorably about family planning at least once or twice a year, and whether other officials also do so. (3) Level of family planning program leadership. Level of the post (i.e., the person appointed) to direct the national government family planning program, and whether or not the program director reports to the highest level of government. (4) Age-at-marriage policy. Minimum legal age at marriage for females of at least 18 years (higher scores for minimum legal ages of 19 years and 20 years or more), and the extent of effort to enforce any changes in the law since 1960 regarding legal age at marriage for females. (A score for the latter item is allowed only if the new legal minimum is at least 18 years.) (5) Import laws and legal regulations regarding contraceptives. Extent to which import laws and legal regulations facilitate the importation of contraceptive supplies that are not manufactured locally, or the extent to which contraceptives are manufactured within the country. (6) Advertising of contraceptives in the mass media is allowed. Whether the advertising of contraceptives in the mass media is allowed with no restrictions, whether there are weak restrictions, whether there are social restrictions, or whether there are strong restrictions.
(7) Other ministries or government agencies involved.
Aside from the ministry or government agency that has primary responsibility for delivering family planning supplies and services, the extent to which other ministries and governmental agencies assist with family planning or other population activities. This involvement or assistance may be provided through the public sector or through private-sector family planning programs or population activities, and is classified as follows: assistance with the delivery of family planning supplies and services; assistance in the form of services particular to that ministry; assistance with family planning information and education in concrete ways; membership on a council for family planning that meets at least twice annually; moral support and small miscellaneous assistance; and no assistance. (8) In-country budget for program. Percentage of the total family planning and population budget available from in-country sources. The top score is given if in-country sources provide 85% or more of the budget; no score is given if these sources provide less than 50% of the budget.
Service and Service-Related Activities (9) Involvement of private-sector agencies and groups. Extent to which private-sector agencies and groups (including family planning associations) assist with family planning or other population activities. Involvement or assistance with family planning and population activities may include: delivery of family planning supplies and services; training; family planning information and education; membership in an interagency family planning group that meets at least twice annually; of their current programs. In addition, many countries had experienced fertility declines that might have tempted them to relax their policies and programs.
Some expectations of downward movement have been realized. Since 1994, the Republic of Korea's overall score dropped substantially. Taiwan has revised its antinatalist policy, and China's lower score in 1999 may reflect the liberalization of some aspects of its aggressive program. Singapore and Malaysia have weakened their policies, and in 1996 India revolutionized its target system by essentially canceling method-specific worker quotas. These changes may be too recent to have affected 1999 scores appreciably. However, the increase in the average 1999 index and scores suggests that countries have been able to expand programs to include other aspects of reproductive health without seriously weakening their family planning efforts.
While the present study serves as an important resource for family planning monitoring and analysis, it does not collect information on some of the key topics that emerged during and after the Cairo conference. The current questionnaire is already extensive, and the expertise of its respondents somewhat narrow. It would be cumbersome to expand the questionnaire into a multipurpose instrument and assemble different sets of respondents for different sections, so other sources of information are critical.
The Cairo mandates are being monitored internationally based on donor funding, which has been disappointingly low, 23 and on conditions within the countries themselves. Some researchers are collecting time-trend information on the unmet need for and the intention to practice contraception; 24 estimates of maternal mortality are also being refined.
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Three other activities related to Cairo priorities are underway. Levels and types of maternal and neonatal health program efforts are being measured in 49 countries, including China and India. 26 HIV and AIDS program efforts in some 43 countries are also being evaluated.
27 A five-part policy survey has been implemented in several countries to obtain a "policy environment score," which will measure strength at the policy level for family planning, safe motherhood, safe abortion, adolescent health, and HIV and AIDS. 28 Over the next two years, more complete information regarding funding, family planning issues and specific elements of reproductive health should help to clarify the state of post-Cairo achievements. moral support; and other assistance. (10) Civil bureaucracy used. Use of the civil bureaucracy of the government to ensure that program directives are carried out, and the extent to which the senior government administrators at the following levels assume responsibility for the success of the program: central government level; provincial or state level; district, governorate, regency or other levels; and county levels. (11) Community-based distribution (CBD). Proportion of the country covered by public or private CBD programs for the distribution of contraceptives in areas not easily served by clinics or other service points. The essential feature of CBD is that contraceptive supplies are available upon request within the village, local community or local residence neighborhood. CBD programs are assumed to be primarily rural; however, a partial extra score is allowed for urban CBD programs. (12) Social marketing. Proportion of the country covered by a social marketing program (i.e., subsidized contraceptive sales in the commercial sector). The essential feature of social marketing is that contraceptives are subsidized and sold at low cost, through channels easily available to rural or urban residents, such as in local shops, pharmacies or specially created local sales outlets. Some forms of social marketing are called commercial retail sales programs. Social marketing programs are assumed to be primarily urban programs; however, an extra score is allowed for rural programs. (13) Postpartum programs. The extent of coverage of new mothers by postpartum programs, which may be hospital-based or field-based. (Most are field-based.) For hospital-based programs, the score is constructed from the proportion of deliveries in hospitals and maternity centers where the new mothers are provided family planning information and education services (by trained female workers), and the proportion of all deliveries in the country that take place in hospitals and maternity centers (often a small proportion). For field-based postpartum programs, the score is constructed from the proportion of women who deliver at home and are offered family planning information and education services by trained fieldworkers. (14) Home-visiting workers. The proportion of the population covered by a group of workers whose primary task is to visit women in their homes (at least in rural areas) to talk about family planning and child care. The population covered by each fieldworker is taken into account; the score for the proportion of the country covered by fieldworkers is deflated if the average population covered by each home-visiting worker is more than 15,000. (15) Administrative structure. Whether there is adequate administrative structure and staff at the national, provincial and county levels. "Adequate" means that the administrative structure is sufficient to ensure that plans developed for each level are carried out, is capable of recognizing and solving problems that cause low performance, and is able and willing to use existing resources or to call upon higher administrative levels to obtain resources needed to carry out plans for the delivery of family planning supplies and services. (16) Training programs. Whether there is an adequate training program for each category of staff in the family planning program: administrative staff, physicians, nurses, paraprofessionals, village-level distributors, fieldworkers and motivators, staff in other ministries and organizations, and others. "Adequate" means that the training provides personnel with the knowledge, information and skills necessary to carry out their jobs effectively, and that facilities exist to carry out the (23) Evaluation. Whether any of the following exist (partial score given for each): regular estimation of prevalence levels and trends (annually or quarterly), using program statistics and estimated continuation rates; measurement every 2-4 years of family planning prevalence levels and trends, using data collection methods that are independent of program statistics (such as contraceptive prevalence studies); implementation of operations research studies designed to help program management understand the program, its problems and potential improvements; professional staff in an evaluation unit who prepare technically correct periodic reports on the program, what it has achieved, etc.; professional staff who interpret and summarize, for program management, national and regional population data collected through censuses, vital registration systems and surveys (these staff may be directly associated with the program or with other institutions); good coordination and working relationships, and timely sharing of information, between the evaluation unit and other units in family planning programs. A partial score is also given for the existence of universities or research institutes in the country that carry out demographic research, family planning research or population research of other kinds. (27) Pills and injectables. The percentage of couples of reproductive age who have ready and easy access to pills through programs other than CBD and social marketing programs. "Ready and easy access" means that the recipient spends no more than an average of two hours per month to obtain contraceptive supplies and services. Easy access also implies that the cost of contraceptive supplies is not burdensome; to meet this criterion, a onemonth supply of contraceptives should cost less than 1% of a month's wages. (If the availability of injectables is higher than that of pills, data on injectables are used to score this item.) (28) Condoms and spermicides. The percentage of couples of reproductive age who have ready and easy access to condoms through programs other than CBD and social marketing programs. "Ready and easy access" is defined as in item 27.
Method Availability and Accessibility
(If the availability of other conventional contraceptives is greater than that of condoms, data on those other methods are used to score this item.) (29) IUDs. The percentage of couples of reproductive age who have ready and easy access to IUDs through programs other than CBD and social marketing programs. "Ready and easy access" is defined as in item 27. (30) Abortion and menstrual regulation. The proportion of the population that has ready and easy access to abortion services, whether or not abortions are legal, or to menstrual regulation services; however, excluded from the scoring is the availability of abortions carried out only under poor conditions. training. The score is determined by the quality of the training program for each category of staff: very good; moderately good; mediocre or poor; or nonexistent. (17) Personnel carry out assigned tasks. The extent to which each category of family planning program staff carries out assigned tasks: administrative staff; physicians; nurses; paraprofessionals; village-level distributors; fieldworkers and motivators; staff in other ministries and organizations; and others. The ratings for task implementation are: very well; moderately well; and poorly. (18) Logistics and transport. The extent to which the logistics and transportation systems are sufficient to keep stocks of contraceptive supplies and related equipment available at all service points at all times, at the following levels: central; provincial; and county. The score is based on the availability of supplies and equipment: all or almost all of the time; about half to three-quarters of the time; sometimes; or seldom or never.
(19) Supervision. Whether there is an adequate system of supervision at all levels. "Adequate" means that: supervisors exist at all levels of program operations in sufficient numbers to make possible supervisory visits at least once a month at service delivery levels (and quarterly at higher administrative levels); supervisors do in fact make such supervisory visits to the work sites of the persons supervised; during these supervisory visits, encouragement, advice and support are provided to supervised workers, in addition to any necessary checking of operations and records that assist in the evaluation of worker performance; and supervisors follow through on providing and obtaining supplies and services identified as needed during their visits (or at least make serious attempts to obtain these needed supplies and services). (20) Mass media for information, education and communications. The frequency of mass media messages that provide family planning information, including where family planning services are available and how much of the country is covered by various types of mass media: newspapers, magazines, radio, television, mobile information, education and communication units (films, etc.), billboards and other outdoor media (buses, etc.), traditional types (puppet shows, folk dances, local theater, etc.), and other types. The frequency classifications include: at least once a month; sometimes (about once every 3-6 months); infrequently (about once a year or less often); and never. (21) Incentives and disincentives. The use of monetary or other incentives for the adoption of family planning. Incentives may be provided to clients, recruiters, service personnel (including CBD workers) or communities. Disincentives may refer to individuals or to communities, and include regulations and constraints designed to encourage family planning or small family size.
Evaluation and Recordkeeping
(22) Recordkeeping. Whether there are recordkeeping systems for family planning clients at the clinic level, a system for the collection and periodic reporting of summary statistics at regional and national levels (e.g., numbers of acceptors, quantity of supplies distributed, numbers of workers), and feedback from regional or national units to each reporting unit. The scoring takes into account both the existence and the quality of recordkeeping systems. "Feedback" refers to the reporting back to lower-level units on a regular basis, with progress measured against some standard, such as acceptance or prevalence targets or trends.
